(Name of Health Centre)
COMBIVENT VIA NEBULISER STANDING ORDER

Indications for Use: 
1. Adult patient, with known COPD, previously prescribed a combination of Atrovent and Salbutamol, acutely short of breath
2. Widespread wheeze on auscultation, or audible wheeze, or acutely short of breath with key features of exacerbation of COPD (increase in phlegm, decreased exercise tolerance)
Scope:
Practice Nurses and locum practice nurses working in (Name of clinic) who are able to demonstrate a competency in working with the standing order (Competency being those who have had informal education such as the teaching session, or who have attended a formal education session on the use and administration of  Sulbutamol/Atrovent.
Recommended Dose/Dosage Range
1. Adult patient, with known COPD, previously prescribed a combination of Atrovent and Salbutamol, acutely short of breath
2. Widespread wheeze on auscultation, or audible wheeze, or acutely short of breath with key features of exacerbation of COPD (increase in phlegm, decreased exercise tolerance)
Contraindications 
1. Hypersensitivity to sulbutamol/ventolin or Atrovent

2. Practice Nurse unsure of diagnosis of asthma

3. Pregnancy

4. Haemorrhage

5. Thyrotoxicosis

6. Pulse > 120 or resp rate >40 (seek immediate General Practitioner assessment)
Validated Reference Charts (if any)

Peak Flow chart
Method of Administration 
Pre – Administration steps:

1. Assess peak flow in adult patients

2. Obtain informed consent from patient or parent/guardian

3. Take and record pulse rate

Warnings and Precautions
· Excessive, prolonged use, avoid eye contact, worsening dyspnoea, recent MI, severe organic heart, vascular disorders, pregnancy, lactation, cystic fibrosis, narrow angle glaucoma, bladder outflow obstruction. 
Documentation 
Administration of Sulbutamol/Atrovent  under Standing Order must be documented in the client’s chart by the administering staff.  Documentation must include date, time of administration, name of medication, dosage given, reference to Standing Order and signature.  The client assessment, treatment and, if necessary, any monitoring and follow-up must be documented in the clinical record. 
Countersign period

(Issuing Doctor) must countersign the charted treatment within 72 hours of administration.
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